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Y 000 Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

The facility is licensed for 14 total beds,
classified as 6 Category | beds and 8 Category Il
beds. The facility has the following
endorsements: residential facility for elderly or
disabled persons and/or persons with mental
illnesses. The census at the time of the survey
was eight. Eight resident files were reviewed and
one employee file was reviewed.

This Statement of Deficiencies was generated as
a result of a required grading re-survey
conducted in your facility on August 26, 2009.
This State Licensure survey was conducted by
the authority of NRS 449.150, Powers of the
Health Division. The facility received another
grade of D and wilf require another re-survey
application to be submitted with the applicable
fee and undergo ancther re-survey.

The following deficiencies were identified:

Y 053| 449.194(4) Administrator's Y 053 iD
$8=C | Responsibilities-Complete Rec

NAC 449.194

The administrator of a residential facility shall:
4. Ensure that the records of the facility are
complete and accurate.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 053 | Continued From page 1 Y 053 —
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This Regulation is not met as evidenced by Zj[(’u a&/ 7\7[) - T
Based on record review, observation and Oad Cdiur aﬂc_ . sc D_
interview on August 26, 2009, the administrator ) "
failed to keep the records of the facility complete Qdaiars h ale/ L ‘1/’2/ 5
and accurate,

This was a repeat deficiency from the February
19, 2009 State Licensure survey.

Severity: 1 Scope: 3

Y 068| 449.196(1)(d) Qualifications of
SS=F | Caregivers-English language

NAC 449.196

1. A caregiver of a residential
facility must:

(d) Demonstrate the ability to read,
write, speak and understand the
English language.

This Regulation is not met as evidenced by:
Based on interview on August 26, 2009, the
facility hired 1 of 1 caregivers that could not
read, write, speak and understand English
(Employee #1}.

Severity: 2 Scope: 3

é(SUBFS 449.199(1) Staffing-CG on duty all times
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NAC 449.200

1. Except as otherwise provided in subsection 2,
a separate personnel file must be kept for each
member of the staff of a facility and must
include:

{d) The health certificates required pursuant to
chapter 441A of NAC for the employee.

This Regulation is not met as evidenced by:
Based on record review on August 26, 2009, the
facility failed to ensure 1 of 1 employees
complied with NAC 441A.375 regarding
tuberculosis (TB) testing for the protection of all
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Y 085 | Continued From page 2 Y 085 .
NAC 449,199 ﬁw;o.. “é@" uel @ Tpe otem :
1. The administrator of a residential facility shall L3 am rof Guose (/;
ensure that a sufficient number of caregivers are a1 o Coua ,'0% i ot I
present at the facility to conduct activities and fﬁ -~ Ly - 0/(@‘_
provide care and protective supervision for the . 4" U'E(’Z:f _ k"
residents. There must be at least one caregiver ./ﬂw Al bt a M;&Lgfu&
on the premises of the facility if one or more . _ ° !jfb .
residents are present at the facility. C aug v N e @ 1
fo ng Lﬁteo&%h b cithe
bath andt wt) ﬂmu
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This Regulation is not met as evidenced by: i%ucjm Q’
Based on interview, record review and Q JLWI«LMQ‘—/ MJ,(_,
observation on 8/26/09, the administrator failed mw ‘Hﬁu (’,w/ﬂda, %mgdb
to ensure that a caregiver was on duty when / 74‘/
residents were present. Jd lee V1S @ZL
Severity: 2 Scope: 3 'ﬂ %
gs1 0F3 449.200(1)(d) Personnel File - NAC 441A Y 103
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Y 103 | Continued From page 3 Y 103
residents (Employee #1 missing evidence of a
positive TB test). € V"]O /o Gu # / hae En,
This was a repeat deficiency from the February ,{{M‘ ﬁﬂ,a,_, ,/‘W b { C N
19, 2009 State Licensure survey. b adicr rnd ol *&f’
Severity: 2 Scope: 3 & ﬁf Shat el Pt{(
Y 105 449.200(1)(f) Personnel File - Background Check | Y 105 /Uf Vi ko ¢ en 5&0
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NAC 449.200 T, wedlidte Badhg mat
1. Except as otherwise provided in subsection 2, : ) d" : Fﬁ
a separate personnel file must be kept for each
member of the staff of a facility and must
include:
{f) Evidence of compliance with NRS 449.176 to
449,185, inclusive.
This Regulation is not met as evidenced by:
Based on record review on August 26, 2009, the
facility failed to ensure 1 of 1 caregivers met
background check requirements (Employee #1
did not have documented results from the State
of Nevada and the Federal Bureau of
Investigation).
This was a repeat deficiency from the February
19, 2009 State Licensure survey.
Severity: 2 Scope: 3
Y 272| 449.2175(3) Service of Food - Menus Y 272
SS=C = M tpes o e
NAC 4492175 Fofect tad coonie Lo y
3. Menus must be in writing, planned a week in g ) U
advance, dated, posted and kept on file for 90 Mﬁ nﬁgﬁ{' % a W"-Z’/(” in| AV
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If deficiencies are ciled, an approved plan of correction must be returned within 10 days after receipt of this:statsmentof-deficienciés.
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Y 272 | Continued From page 4 Y 272 7{&0 Mins abrg weld (o,
days. s o flle fry G0 dayo
This Regulation is not met as evidenced by:
Based on ohservation and interview on August
26, 2009, the facility failed to ensure a planned,
dated and posted menu was utilized.
Severity: 1 Scope: 3
Y 532 449.260(1)(g)(1)(2) Activities for Residents Y 532
$8=C
NAC 449.260
1. The caregivers employed by a residential
facility shall:
(g) Post, in a common area of the facility, a
calendar of activities for each month that notifies
residents of the major activities that will occur in q o el
the facility. The calendar must be: G calben ﬁaﬁ Vi o )g;
(1) Prepared at least a month in advance. w W f05 A K in C L
(2) Kept on file: at thge facility for not O’,JUCM(/LL aund. Stee b _ ’(@"
less than 6 months after it expires. calon i é.d. /Q/,f-— ™~
m R v G onenA -
This Regulation is not met as evidenced by: CZ ‘QD%MLL 37‘7 ‘Cﬁv et
Based on interview and record review on August Mernilsy N Nake Aes
26, 2009, the facility failed to ensure a calendar Hre o Calendal % .
of activities was posted, prepared at least a W-‘V ; ,La Waazﬂ@
month in advance, and kept on file at the facility < & cP ‘ot VL %
for not less than 6 months. m Qe
Severity: 1 Scope: 3 *—{&Zﬁ (et l’ 55 £ o M
Y 9201 449,2748(1) Medication Storage Y 920 (o Mﬁg/‘ G/ﬁﬂ/t,
SS=F
NAC 449.2748

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Continued From page 5

1. Medication, including, without limitation, any
over-the-counter medication,

stored at a residential

facility must be stored in a locked

area that is cool and dry. The
caregivers employed by the facility
shall ensure that any medication or
medical or diagnostic equipment that
may be misused or appropriated by a
resident or any other unauthorized
person is protected. Medication for
external use only must be keptin a
locked area separate from other
medications. A resident who is capable
of administering medication to himself
without supervision may keep his
medication in his rcom if the
medication is kept in a locked
container for which the facility has
been provided a key.

This Regulation is not met as evidenced by:
Based on observation on August 26, 2009, the
facility failed to ensure that medications were
stored in a locked area.

This was a repeat deficiency from the February
19, 2009 State Licensure survey.

Severity: 2 Scope: 3

449.2743(3)(b) Medication Container

NAC 449.2748

Y 920

Y 923
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3. Medication, including, without limitation, any ; iy C e ?
over-the-counter medication or dietary ov M’_ d((’ . -
supplement, must be: THedi ¢ Qlime [z 760
(b} Kept in its original container until it is . - Cs ; N ‘
administered. e e Irigruer Lonfaigena &7 I
Lomenc 52 e Fov Waedd gy g0 »37
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This Regulation is not met as evidenced by:
Based on observation on August 26, 2009, the
facility failed to keep medications of residents in
their original container.
This was a repeat deficiency from the February
19, 2009 State Licensure survey.
Severity: 2 Scope: 3
Y 930 449.2749(1)(a) Resident File-Storage, Res Y 930
SS=A| Information
NAC 449.2749
1. A separate file must be maintained for each
resident of a residential facility and retained for ;&/ 7, ’f&o 6&&6&%5
at least 5 years after he permanently leaves the . :
facility. The file must be kept locked in a place Al Hogi v MW C/‘/W
that is resistant to fire and is protected against N . , g
unauthorized use. The file must contain all 2 \w bo Y @) (
records, letters, assessments, medical ﬁ-/ ) Ao - %
information and any other information related to 0 ) ﬁ ey el §
the resident, including without limitation: Arini ST @ (el \59
(a) The full name, address, date of birth and mm{fn/ M el
social security number of the resident.
(ﬁtocﬁﬂ«éézz— /L&MCQMII;
weret le Kipy g an %ﬁa
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NAC 449.2749

1. A separate file must be maintained for each
resident of a residential facility and retained for
at least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
records, letters, assessments, medical
information and any other information related to
the resident, including without limitation:

(e) Evidence of compliance with the provisions
of chapter 441A of NRS and the regulations
adopted pursuant thereto.

This Regulation is not met as evidenced by:
Based on record review on August 26, 2009, the
facility failed to ensure 2 of 12 residents
complied with NAC 441A.380 regarding
tuberculosis (TB) testing which affected all
residents (Resident #3 and #8 both require a
second step TB skin test).

This was a repeat deficiency from the February
19, 2008 State Licensure survey.
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Y 930 Continued From page 7 Y 930 i 1 f&j lid boor”
c .
This Regulation is not met as evidenced by:
Based on record review and interview on August
28, 2009, the facility did not provide proper
documentation regarding a resident who had
been discharged.
Severity: 1 Scope: 1
Y 936| 449.2749(1)(e) Resident file-NRS 441A Y 936
$8=F | Tuberculosis
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Severity. 2 Scope: 3
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_ TJAN(20/0)
Weoek 3
— Sunday Monday Tuesda Wednesday Thursday Friday Saturday
Broaklast Broakfast Broakfast | Breakfast Breakfast Broakiast ‘Broakiast
Cranberry Juice Orange Juice Sliced cantelope Grape Juice Apple Juice Orange Juice Orange Juice
Crearn of Wheal Oatmeal Cream of wheat Biscuit wicountry Oatmeal Scrambled chorizo and Small Bagel wicream
Cheese Omlette Scrambled eggs Scrambled egg gravy French Toast wisyrup eggs cheese and jelly
1 Slice of wheat toast Hashbrowns English muffin wijelly Chicken sausage and margarine English muffin w/margarine |Scrambled eggs
wihelly 1 Slice of toast wijelly and margarine Corn Flakes wi% Turkey-Ham Slice and jelly
and margarine Low fat milk
Lunch Lunch Lunch Lunch Lunch Lunch Lunch
Grilled Chicken sand- Cottage cheese and Tacos wiground turkey | Tuna Salad sandwich Teriyaki Chicken Chicken Salad w/Fresh Chicken patty o bun w/
wich on Bun w/ fresh fruit plate shredded cheese and on whole wheat Steamed rice tossed greens lettuce, tomato, pickle
tomato, lettuce Dinner roll wimargarine lettuce Sliced Tomato Steamed broccoli Seasoned beets Baked Lays Potato chips
Tater tots Chocolate pudding Corn {Fresh Fruit Wafer cookies _oﬂo.mmm_._n Fruit cup
[Canned pears |Ftuit Salad Fresh Fruit mediey
Dinner Dinner Dinner Dinner Binner Dinnar Dinner
Braised Pork Chops Baked Chicken Beef Stew wivegetables |Pasta w/meatballs Mixed Green Salad w/ BBQ Baked Ribs Ground turkey meatioaf w
Scallop potatoes Mashed Potato w/gravy Brown rice Steamed zucchini dressing Baked Potato wisour brown gravy
Steamed Cauliflower Cooked carrots Roll wimargarine Garlic bread \egetarian Lasagna cream
Roll wimargarine Whole wheat roll w/ Slice of cake Slice of ple Garlic Bread Corn of the cob
Slice of cake margatine Vanilla pudding Roll wimargarine
Slice of pie Sherbet

Notes: If you want to use Egg substitutes instead of real eggs 3-4x a week, it would cut down on cholesterol.
You may also use fresh fruil instead of juice all the time.

Contact: Amelia A, Casaretto
Phone: 650-438-6043
Place of Employment: UCSF

Nutrition/Dietetics

Title: Hospital Nutrition Assistant
Education: Bachelor of Science Nutrition and Food Science 1983 UC Berkeley



ACTIVITIES SCHEDULE

JANUARY, 2010
SUNDAY | MONDAY | TUESDAY | WEDNESDAY | THURSDAY [FRIDAY ISATURDAY
/ <
GROUP BINGO
MEETING 2-3 PM
1-3 PM
3 q 5 A 7 3 7
Exercise Movie Reading Board Group Bingo
Dancing Night Discussion Game Meeting 2-3PM
6-7:30PM 7-9PM 2-4PM 9-10 AM 1-3PM
10 r2 /3 /¢ Ky /6
Exercise Movie Reading Board Group Bingo
Dancing Night Discussion Game Meeting 2-3PM
6-7:30 PM 7-9PM 2-4PM 9-10 AM 1-3PM
7 73 /9 20 27/ 22 23
Exercise | Movie Reading Board Group Bingo
Dancing | Night Discussion Game Meeting 2-3PM
6-7:30 PM | 7-9PM 2-4PM 9-10AM 1-3PM
2 AL R 27 R Y X 9 3O
Exercise Movie Reading Board Group Bingo
Dancing Night Discussion Game Meeting| 2-3PM
6-7:30 PM 7-9PM 2-4 PM 9-10 AM 1-3 PM
37




